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Introduction
Aortic reconstruction in patients with Bechet’s disease
is associated with a high incidence of anastomotic
complications and aorto-enteric fistula formation
which in such patients is usually associated with a
grave prognosis.1 We report the case of a patient with
Bechet’s disease who remains well ten years following
recurrent aorto-enteric fistula formation treated by
graft excision and simultaneous axillo-bifemoral
bypass. In addition, we report the successful treatment
of an anastomotic femoral false aneurysm by means of
a covered stent in the same patient.
Case Report
A 42 year old Caucasian gentleman was admitted to
hospital as an emergency with severe left loin pain
associated with weakness of the left leg. He had a
past history of right lower limb deep vein throm-
bosis confirmed by venography but was otherwise
healthy. On examination he was found to be pale,
was tender in the left loin and had left psoas
irritation. An ultrasound scan revealed a 4.5 cm
abdominal aortic aneurysm (AAA), which had
ruptured into the left psoas sheath resulting in a
secondary false aneurysm. An emergency laparot-
omy was performed and this revealed a ruptured
inflammatory aneurysm encasing the left ureter and
extending into the iliac arteries. This was repaired
using a bifurcated dacron graft and the left ureter
was freed and wrapped in greater omentum. Post-
operatively the patient developed multiple small
oral and scrotal ulcers together with discoid
erythematous lesions predominantly over the right
shin. A diagnosis of Bechet’s disease was made and
the patient was started on 30 mg of prednisolone
daily. He was discharged home on day 17 following
surgery.
He presented again four months later while being
investigated for vasculitis with pyrexia associated
with left loin pain. An ultrasound scan of the
abdomen revealed a fluid collection in the region of
the left ureter and this was drained percutaneously.
The patient, however, failed to improve and a CT
scan showed gas around the aortic graft (Fig. 1).
Laparotomy revealed that this had eroded into the
posterior wall of the duodenum, which was
repaired and wrapped in omentum. Gentamicin
beads were placed around the graft. The patient
recovered and was subsequently discharged from
hospital on the twenty-third post-operative day. His
steroid dose was tailed off gradually to 7.5 mg
prednisolone daily.
One year later he presented with severe fresh rectal
bleeding. Upper and lower gastro-intestinal endo-
scopy could not identify the source of bleeding and an
emergency laparotomy was performed. This revealed
a false aneurysm at the proximal aortic graft anasto-
mosis with a further aorto-enteric fistula at the level of
the caecum. The graft was removed and an axillo-
bifemoral bypass was performed using a 10 £ 8 mm2
knitted Dacron graft. The right limb of the graft
became occluded within 24 h but this was cleared
successfully with a right femoral embolectomy.
The patient made a slow but otherwise uneventful
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recovery and returned to lead a normal and active life,
which included cycling for about 200 km every week.
Nine years following the above events he
presented with a pulsatile swelling of his right
groin. A duplex scan and subsequent angiography
(Fig. 2) confirmed the clinical diagnosis of a large
false aneurysm at the anastomosis between the
graft and the right common femoral artery. This
was treated using an endovascular approach. The
right limb of the bypass graft was punctured under
local anaesthetic and a 12 mm/50 mm covered
stent (WallgraftTM Endoprosthesis) was deployed
across the anastomosis successfully excluding the
aneurysm. The patient made an uneventful recov-
ery and was discharged home two days following
the procedure.
Discussion
Secondary aorto-enteric fistula formation is well
recognised as a complication following both AAA
repair and, increasingly, following endovascular AAA
repair.2 This patient had recurrent fistula formation
which necessitated the removal of all infected material
and simultaneous axillo-bifemoral bypass. We found
no data in the literature relating to long-term survival
following recurrent aorto-enteric fistula formation.
Long-term outcome in terms of patency rates for
axillofemoral bypass grafts used in this situation is,
however, generally regarded to be poor.3 This has led
the development of new techniques to treat infected
aortic prosthetic grafts such as in situ replacement
with a homograft or a graft constructed out of
superficial femoral vein. The suitability of such
methods in patients with underlying vasculitis is
unknown.
The diagnosis of Bechet’s disease is difficult to
prove conclusively and the histological features of
biopsies taken from both the aortic walls at the time of
the first laparotomy and from the scrotal ulcers proved
to be non-specific. Nevertheless, the patient fulfilled
the International Study Group criteria for diagnosing
the disease.4 Puncturing or suturing arteries in
patients with Bechet’s disease frequently results in
further arterial degeneration, occlusion or new aneur-
ysm formation. Endovascular management of both
aortic and peripheral aneurysms has therefore been
advocated.4,5 This fact, together with the history of
extensive previous groin surgery, led us to use a
covered stent inserted via a puncture in the prosthetic
graft in order to exclude the false aneurysm. The use of
a Wallgraft covered stent across an anastomotic false
carotid artery has previously been reported.6 To our
knowledge, however, this is the only report of a stent
graft applied across an anastomotic aneurysm in a
patient with Bechet’s disease. No long-term results are
available for this technique in this group of patients
and we can only recommend its use with caution.
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